Abstract: Four women who had previously undergone extensive treatment for an eating disorder but continued to have persistent body image disturbances participated in a new body image therapy program, called the Body Positive program. This project was conceptualized as a pilot study in which all participants were treated using the same protocol. There was no control group. Participants underwent pre-and post-treatment assessment that measured indices such as: body size estimation, depression, anxiety, body dissatisfaction, and eating disorder symptoms. The treatment consisted of 16 total sessions and was conducted on an outpatient basis over a 20-week period. The treatment implemented in this study was based on a cognitive-behavioral conceptualization. Components of the treatment were: relaxation and rebreathing training, self-monitoring, cognitive-behavioral treatment for body image concerns, mirror exposure (involving in-session and homework exposure to the body), behavioral exposure, and relapse prevention. Treatment efficacy was evaluated by changes in the outcome measures from pretreatment to posttreatment. Results indicated an overall improvement for all four participants in the areas of depression, state and trait anxiety, and body dissatisfaction. In addition, improvement was found for eating disorder symptoms such as; binge eating, purging, fear of fatness, restrictive eating, and avoidance of fear foods. These preliminary findings suggest that body image therapy can be used to effectively treat persistent weight/shape concerns in persons who have partially recovered from an eating disorder.
symptoms in the development of an eating disorder and may be one of the last symptoms to improve with treatment. Current research on the treatment of body image falls into the following two categories: (a) controlled investigations of body image treatment for nonclinical cases of young women who are dissatisfied with body size/shape and (b) components of eating disorder treatment programs that include body image treatment as one part of a comprehensive therapy program for clinical cases of anorexia and bulimia nervosa. We have observed that it is very common for persons who are intensively treated for anorexia and bulimia nervosa to have persistent problems with body image, despite making a substantial improvement in eating, nutrition, body weight status, and emotional stability. It is generally believed that these persistent body image disturbances place these patients at risk for relapse.
Over time, researchers have demonstrated the efficacy of cognitive-behavioral therapy approaches for aiding in the improvement of concern with body size and shape (Butters & Cash, 1987; Fisher & Thompson, 1994; Grant & Cash, 1995; Rosen, Saltzberg, & Srebnik, 1989) . Cognitive-behavioral treatment for body image disturbances has been utilized in populations of obese persons, female college students, and individuals with body dysmorphic disorder (for recent reviews, see Cash, 1996; Thompson, Heinberg, Altabe, & Tantleff-Dunn, 1999) . Body image therapy has not been tested with individuals who have been through treatment for eating disorders and continue to experience persistent concerns for body size and shape.
The primary purpose of these case studies was to test the efficacy of a new body image therapy program, called the Body Positive program, with a small group of patients who had undergone extensive treatment for an eating disorder but continued to have persistent body image disturbances. This study can be conceptualized as a "Stage 1 study" in the development of a new behavioral treatment program (Rounsaville, Carroll, & Onken, 2001) . In this clinical study, the treatment protocol, manual, and therapist training methods were first developed. Next, the protocol was tested with four eating disorder patients who had persistent body image concerns despite having received extensive treatment for eating disorders in the past.
PRESENTING COMPLAINT
Four Caucasian women were recruited for participation in the pilot test of the Body Positive program. They were not charged for the treatment services because the program was viewed as experimental. Assessment and treatment services were provided in an outpatient psychology clinic at Louisiana State University. Clinical interviews and self-report measures indicated that none of these women currently met diagnostic criteria for an eating disorder on admission to the program. All of the participants had one common clinical feature: persistent body image disturbances despite having received extensive treatment for eating disorders in the past.
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HISTORIES
Katie was 43 years old at the time of admission to the Body Positive program. She had been diagnosed with anorexia nervosa, restricting type, at age 18. She was hospitalized for 6 months, resulting in partial recovery. When she was 34 years old, she relapsed and was hospitalized for a second time for 4 months. Prior to the two hospital stays, she weighed less than 85 pounds. She was seen in outpatient follow-up therapy for 8 years prior to admission to the Body Positive program. She had been taking an antidepressant medication during this 8-year period. Katie's primary concerns at admission were depression, social isolation, and overconcern with body size and shape.
Donna had been diagnosed with bulimia nervosa, purging type. She was 44 years old at the time of admission to the Body Positive program and reported a history of binge eating and purging that spanned 25 years. She was treated for 6 weeks in a partial hospital program for eating disorders 2 years prior to admission in the Body Positive program. She had received extensive outpatient treatment for a variety of problems, including borderline personality disorder, prior to the treatment of the eating disorder. Since discharge from the partial hospital program, she had been followed in outpatient therapy for 2 years before entering the Body Positive program. She had taken antidepressant medication for more than 10 years. Donna's primary concerns at the time of admission were depression, extreme drive for thinness, and severe body dissatisfaction.
Katherine was a gifted college student and was 25 years old when admitted to the Body Positive program. She was diagnosed with anorexia nervosa, restricting type, when she was 16 years old. She was admitted to inpatient eating disorder programs on two occasions for 4 months each time. During the 8 years since she was diagnosed with anorexia nervosa, she was seen by a variety of therapists for outpatient psychotherapy. Prior to the two hospital admissions, her body weight was below 90 pounds. She had taken antidepressant medication for most of the time since initial diagnosis. Katherine expressed concerns about depression, low self-esteem, and dissatisfaction with her body size despite being quite thin.
Lindsey was a 27-year-old single White female who was referred by her individual therapist to focus on body image concerns. Lindsey was diagnosed with bulimia nervosa, purging type, at age 19. On entry into the program, Lindsey's main concerns centered on dislike for her current body size. She wished to be a thinner "ideal" size but was no longer engaging in activities to stimulate weight loss. In addition, she felt that she did not look good in her clothes and would engage in avoidance of feared social situations. She also reported many body-checking rituals.
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ASSESSMENT
Height and weight measurement. Height and weight was measured at baseline and then again at the completion of the treatment program. Katie was 5 feet, 7 inches tall and weighed 115 pounds at baseline and at the completion of the treatment program. Lindsey was 5 feet, 2 inches tall; she weighed 118 pounds at baseline and 120 pounds at the completion of the program. Donna was 5 feet, 9 inches tall; she weighed 155 pounds at baseline and 165 pounds at the completion of the treatment program. Katherine was 5 feet, 9 inches tall; she weighed 135 pounds at baseline and 137 pounds at the completion of the treatment program. From these values, Body Mass Index (BMI) was calculated with the formula: body weight (kg)/height (m 2 ).
Screening assessment. Participants completed assessment procedures prior to undergoing the body image treatment protocol. Participants were interviewed for the diagnosis of an eating disorder with the Interview for the Diagnosis of Eating Disorders (IDED-IV) to assess for the presence of an active eating disorder. On admission to the program, the IDED-IV was administered to rule out the presence of an eating disorder diagnosis using the current diagnostic criteria (DSM-IV) of the American Psychiatric Association (1994). The IDED-IV is the most recent version of a semistructured interview format developed by Williamson (1990) . The reliability and validity of the IDED-IV has been supported in a series of studies (Kutlesic, Williamson, Gleaves, Barbin, & Murphy-Eberenz, 1998) . The reliability of diagnostic classification using the IDED-IV has been found to be very high (κ coefficient = .85).
Outcome assessment. Self-report inventories were utilized to assess depression, eating disorder symptoms, state and trait anxiety, and body image disturbances. These measures were: the Beck Depression Inventory (BDI), the State-Trait Anxiety Inventory (STAI), the Multidimensional Assessment of Eating Disorder Symptoms (MAEDS), the Body Shape Questionnaire (BSQ), and the Body Image Assessment (BIA). The purpose of the assessment was to evaluate the severity of common problems at baseline, as well as to assess the effects of treatment. Therefore, these measures were administered at baseline and after completion of the Body Positive program. These measures are described below. (Spielberger, Gorsuch, & Lushene, 1970) . The STAI is a self-report measure designed to measure situational (state) and generalized (trait) anxiety. The reliability and validity of the STAI have been established (Spielberger et al., 1970) . This measure was used to measure symptoms of anxiety. The state and trait scores of the STAI are reported as t scores; scores above 70 were interpreted as clinically elevated.
State-Trait Anxiety Inventory
Beck Depression Inventory II (BDI-II) (Beck, Brown, & Steer, 1996) . The BDI is a 21-item self-report measure that was utilized to assess the cognitive, behavioral, affective, and somatic symptoms of depression in the participants. The BDI has good internal consistency and was found to be a valid measure of depression (Beck et al., 1996) . Scores greater than 18 were interpreted as clinically significant indicators of depression.
Body Shape Questionnaire (Cooper, Taylor, Cooper, & Fairburn, 1987) . The BSQ is a 34-item self-report measure and was utilized to measure concerns with body shape, in particular the experience of "feeling fat" (Cooper et al., 1987) . Participants indicate the frequency with which they experience specific body-related events. The BSQ has been validated as a measure of concern with body size. Concurrent validity of the measure has been found to be satisfactory. Scores greater than 95 were interpreted as indicating intense concerns about body size and shape. (Anderson, Williamson, Duchmann, Gleaves, & Barbin, 1999 ) . The MAEDS was used to measure the core symptoms of eating disorders. It was developed specifically for the purpose of evaluating treatment outcome in studies of eating disorders. The MAEDS is a self-report inventory with the following six subscales: Depression, Binge Eating, Purgative Behavior, Fear of Fatness, Restrictive Eating, and Avoidance of Forbidden Foods. These subscales were developed using factor analysis. The internal consistency, reliability, and validity of the six subscales have been supported by a series of studies (Anderson et al., 1999; Martin, Williamson, & Thaw, 2000) . The scores for these subscales are reported as t scores. Scores greater than 70 were interpreted as clinically elevated. (Williamson, Davis, Bennett, Goreczny, & Gleaves, 1989) . The BIA was utilized to measure body dissatisfaction in the participants. The BIA was developed to measure body image in males and females, utilizing nine silhouettes of female body shapes that range from very thin to large in size. Participants are asked to select their current body size (CBS) and ideal body size (IBS) estimates. Scores are reported as t scores (see Williamson et al., 1989) with clinical significance defined as scores above 70 for CBS and below 30 for IBS.
Multidimensional Assessment of Eating Disorder Symptoms
Body Image Assessment
CASE CONCEPTUALIZATION
As noted earlier, the primary presenting problem for all four cases was a disturbance of body image. This disturbance was conceptualized as an obsession with body size and shape with many behavioral and emotional features. Our conceptualization is based on the view that body image is a form of cognitive bias (Williamson, 1996) in which the person attends to very subtle body stimuli and misinterprets these cues as indicative of fatness. This conceptualization views body image as being reactive to environmental and emotional cues such that the person experiences feelings of fatness and increased body size dissatisfaction in response to situations ranging from conversations about body shape to eating forbidden foods and elicitation of negative mood states (Baker, Williamson, & Sylve, 1995; Jackmann, Williamson, Netemeyer, & Anderson, 1995; Mckenzie, Williamson, & Cubic, 1995; Williamson, 1990) . Furthermore, this conceptualization views these body image reactions to be automatic and nonconscious, such that the person experiences the body image as being "the only reality" that is possible (Williamson, Muller, Reas, & Thaw, 1999) . From this perspective, body image therapy involves elicitation of body image reactions during therapy so that the person learns to manage these automatic cognitive and emotional reactions using healthy coping skills (e.g., relaxation strategies, distraction, and so forth) instead of unhealthy reactions (e.g., body-checking rituals or avoidance of situations that elicit body image reactions). The Body Positive program was based on the perspective that treatment should enhance awareness of these automatic body image reactions and that the person can learn positive skills for managing body image. The treatment program described in the next section presents the various components of this skill building approach.
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COURSE OF TREATMENT AND ASSESSMENT OF PROGRESS
After completion of assessment, participants underwent the Body Positive program, a psychological treatment for persistent body image disturbances. Outpatient treatment consisted of 16 sessions and was conducted over a 20-week period. Therapists for the Body Positive program were two clinical psychology graduate students who were enrolled in the Louisiana State University Clinical Psychology Training Program. Each therapist received 10 hours of special training in the delivery of the Body Positive program. One therapist treated three cases and the other treated one case. Components of the treatment plan consisted of: relaxation and rebreathing training; self-monitoring of body image; cognitive-behavioral treatment for body image concerns, including challenging of irrational beliefs and appearance assumptions; mirror exposure, involving insession and homework exposure to the body; behavioral exposure, consisting of exposure to feared situations in which body concerns were prominent; and a relapse prevention component. The schedule of treatment components and homework assignments is summarized in Table 1 .
For each participant, two therapy sessions were randomly selected for audiotaping. The content of the audiotapes was reviewed by the investigators to provide a check on the integrity of the delivery of the treatment protocol.
TREATMENT COMPONENTS
Relaxation/rebreathing training. Participants were educated on different breathing techniques to decrease levels of anxiety through the therapy process or to be utilized with homework assignments, as well as in their daily activities. This component included diaphragmatic breathing, progressive muscle relaxation, visualization, imagery, and meditation approaches for relaxation. This component was introduced in the first session and Self-monitoring. Participants were provided with body image monitoring booklets to record their day-to-day body image experiences, including body image activators, beliefs, and consequences of episodes of body image distress. Self-monitoring was employed throughout the program and was reviewed on a session-to-session basis.
Cognitive-behavioral therapy for body image concerns. This component focused on educating and enabling participants to decrease negative internal dialogue regarding their body. Participants were instructed to identify distorted thinking regarding their body, such as appearance assumptions and body image distortions, and to challenge these thoughts by actively imposing positive thinking skills.
Mirror exposure. This component was employed from a framework of systematic desensitization. The first step was to establish an exposure hierarchy consisting of body areas that were rated as being very distressing. Participants then ranked the list of body areas from most disturbing to least disturbing. Working from the hierarchy, mirror exposure to the listed body areas, beginning from least disturbing, was conducted in therapy sessions. Mirror exposure sessions were assigned for homework as well but were conducted on body areas that produced less distress in comparison to the body areas selected for subsequent therapy sessions. Participants were instructed to expose themselves to the body part of focus (e.g., thighs or abdomen) and to employ relaxation techniques to decrease anxiety and distress associated with exposure to this body area. Throughout the program, participants moved up the hierarchy of body areas until exposure to the most distressing body areas was completed.
Exposure to distressing behavioral situations. This component addressed exposing participants to distressing and/or feared body image situations, as well as challenging behavior, such as body-checking rituals. Participants created exposure hierarchies including avoided situations or activities and ranked them according to the level of distress associated with each situation. In addition, participants were assessed for identification of body-checking rituals. Participants were given assignments to complete their exposure hierarchy as well as challenge and terminate body-checking practices. Relapse prevention. This component focused primarily on preservation of a positive body image. Components of the program were reviewed as well as patient's personal progress in the program. Topics such as identifying and challenging negative body talk, troubleshooting in difficult situations, distress tolerance, and motivation for continual positive change were discussed.
ASSESSMENT OF TREATMENT OUTCOME
Treatment efficacy was evaluated by changes in the outcome measures from pretreatment to posttreatment. A summary of test scores for participants is provided in Table 2 .
Eating disorder symptoms. At baseline, none of the cases had clinically elevated scores (t scores > 70) on the MAEDS subscales that measure binge eating, fear of fatness, restrictive eating, or avoidance of forbidden foods. Only one case, Lindsey, reported significant purging. These baseline scores confirm the relative absence of severe eating disorder symptoms in these four cases. However, each of the cases had some residual eating disorder symptoms at baseline, and all four women showed an overall reduction of eating disorder symptoms after completion of the Body Positive program.
Body image concerns.
Modification of body image concerns was the primary focus of this pilot study. Using the BSQ as an index of concerns about body size and shape, all four participants expressed clinically meaningful (scores > 95) body image concerns at baseline. All four cases showed a significant decrease in body image concerns by the end of treatment. Changes in the BIA were not as clear, however. At baseline, none of the participants significantly overestimated current body size (t score > 70) and none significantly underestimated ideal body size (t score < 30). Body size estimates after treatment did not consistently change any particular direction.
Depression. Three cases reported clinical symptoms of depression, which was confirmed by clinically elevated scores on the BDI for Katie, Katherine, and Donna at baseline. After completion of the Body Positive program, BDI scores were significantly improved. Scores on the MAEDS depression subscale reflected a similar pattern of improvement.
Anxiety. Only Katherine reported state and trait anxiety on the STAI. After treatment, Katherine's scores on the STAI were very much improved.
Changes in Body Mass Index. One participant (Katie) was underweight at baseline and her weight remained stable throughout the treatment program. The other participants were normal weight. Katherine and Lindsey's BMI remained stable through the treatment program. Donna's BMI increased one point through the time period of the treatment program.
7
COMPLICATING FACTORS
The four women recruited for this pilot test of the Body Positive program were selected, in part, because they did not have significant life complications. Many of their interpersonal and family problems had been resolved in the lengthy treatment that had occurred prior to admission to the program. The primary complication for these cases was maintenance of motivation to adhere to the treatment protocol for 20 weeks. All of these women had experienced a wide variety of therapy approaches and therapists. Therefore, it was understandable that they may have been skeptical that this new approach might be beneficial when so many other approaches had failed to alleviate the obsession with body size and extreme dissatisfaction with body size and shape (despite being normal or underweight).
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MANAGED CARE CONSIDERATIONS
Because these cases were treated with no charges for service as a part of a research program, there were no direct considerations of managed care decisions. However, had these cases been treated in a normal fee-for-service outpatient clinic, it is doubtful that managed care organizations would pay for treatment in cases that did not meet DSM-IV criteria for an eating disorder or any other psychiatric condition. It was our hope that by testing the efficacy of this approach, we could establish a scientific rationale for this type of treatment in long-term eating disorders with persistent body image concerns.
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FOLLOW-UP
There was no formal assessment of outcome for these four cases because this pilot study was viewed as an initial test of the induction of body image improvement via the Body Positive program. These cases were followed unsystematically for 2 years, however. Three of the four cases terminated outpatient therapy within 6 months of the end of the Body Positive program and none required additional hospital-based treatment.
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TREATMENT IMPLICATIONS
This pilot study was the first to evaluate the application of a cognitive-behavioral body image treatment program for women who had previously engaged in eating disorder treatment and were considered partially recovered. A cognitive behavioral treatment program involving relaxation and rebreathing training, self-monitoring, cognitivebehavioral challenging of body image concerns, mirror exposure, behavioral exposure, and relapse prevention was employed. As shown in Table 2 , overall results, though lim-ited by the small number of subjects, suggest improvement across the different variables assessed with the completion of the Body Positive program. These preliminary findings suggest that the Body Positive program can be used to effectively treat persistent weight/ shape concerns in persons who have partially recovered from an eating disorder. The next stages in the development of this program will be to conduct a small-scale randomized clinical trial to test the efficacy of this approach with a larger group of partially recovered eating disorder patients (Rounsaville et al., 2001) .
Conclusions that can be drawn from this group of four cases are limited by the following considerations. There was no control group and there were only four cases in the study. During the time of admission to the Body Positive program, participants continued to see other individuals for therapy unrelated to body image concerns. Thus, it is possible that other therapeutic influences outside of the Body Positive program, such as other therapists, friends, family, or changing life variables, could have accounted for some of the improvement in symptoms of the participants.
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RECOMMENDATIONS TO CLINICIANS AND STUDENTS
The findings of these four cases suggest that body image therapy following traditional treatment for eating disorders may be an important step for full symptom recovery in individuals who have partially recovered from eating disorders. Previous research has concluded that body image is an important aspect in the development and maintenance of eating disorders. Results of this trial suggest that for long-term eating disorders that have not fully recovered, specific treatment for body image disturbances may be needed 
